Background. Despite growing literature on posterior vascular disease, specific information about the cognitive and functional profiles of patients with basilar artery occlusion disease (BAOD) is scarce. The aims of this study were (1) to compare the cognitive statuses of BAOD survivors versus healthy controls and (2) to correlate the functional capacity outcomes with the cognitive profiles of BAOD patients. Methods. Comprehensive cognitive and functional assessments were carried out in 28 patients with BAOD and 27 age-and education level-matched healthy controls. Results. Compared to matched controls, patients presented impairments in selective, sustained, and set-shifting attention, processing speed, visuospatial skills, mental flexibility, and monitoring rules. There were significant deficits in verbal episodic memory (immediate and delayed recall) and visuospatial episodic memory (immediate and delayed recall and recognition). Functional capacity outcomes were significantly related to the cognitive test results. Seventyfive percent of patients had a Modified Rankin Scale score of 0 or 1. Conclusions. Our results indicate good functional outcomes in a selected group of BAOD survivors, despite the presence of subnormal performance on some cognitive tests, including tests of attention, executive function, and long-term memory.
Introduction
Among all cases of stroke, 80% are ischemic, and 25% of infarcts are located in the vertebrobasilar arterial territory [1, 2] . Reports of cognitive assessment in patients with vertebrobasilar infarcts are scarce and include patients with heterogeneous arterial lesions [3] [4] [5] . Poor performance can be detected across numerous cognitive domains, such as executive function, attention, memory [6] , visuospatial function [6, 7] , and language [6, 8] . In particular, patients with infarcts in the basilar artery (BA) territory can present with impairments in executive function and episodic memory [4] . These cognitive deficits have been attributed to involvement of neural networks in the brainstem, cerebellum, and upper cortex [5] . Despite these cognitive deficits, good functional outcomes have been reported in up to 78% of survivors at 6 months [9, 10 ] and 1 year [11] after stroke, probably due to preservation of the eloquent cerebral regions. Functionality and quality of life were favorable in approximately 75% of basilar artery occlusion disease (BAOD) survivors at 4.2 years after stroke [12] .
Previous studies have not considered the relationship between neuropsychological testing outcomes and functionality scales. Until now, specific information about the cognitive and functional profiles of BAOD patients has not been known. Therefore, the aims of this preliminary study were (1) to compare the cognitive statuses of BAOD survivors versus age-and education level-matched controls and (2) to correlate functional capacity outcomes with cognitive variables for BAOD patients.
Methods
This case-control study was carried out at the Stroke Clinic of the Clinical Hospital of São Paulo University Medical School. The study protocol was approved by the Institutional Ethics Committee. All patients provided informed consent to participate.
2.1.
Subjects. This study included 28 patients with ischemic stroke due to BAOD confirmed by computed tomography imaging or angiography, magnetic resonance (MR) imaging or angiography, and/or digital subtraction angiography. Cognitive assessment was performed at least 6 months after the stroke; at least 6 months had passed between the stroke and patient inclusion in the study. All patients had BAOD, defined as the presence of an infarct in the BA territory, and had 50% or greater stenosis or occlusion of the BA, as diagnosed at the time of infarction.
Patients were matched by age and education level with 27 controls recruited from the São Paulo community. There were no statistically significant between-group differences (mean [standard deviation]) in age (patients: 66.5 [11.3] Patients were excluded from the study if they (1) had other brain lesions such as tumors, hemorrhagic stroke, traumatic injury, epilepsy, or infectious disease, (2) had a current diagnosis of any psychiatric disorder, used alcohol or drugs, or were taking psychotropic or neuroleptic medications, (3) had a history of functional capacity impairment or complaints of cognitive deficits before the infarct that led to BAOD diagnosis, or (4) had a stroke in any other vascular territory ( Figure 1 ). Healthy subjects were excluded if they (1) had any neurological or psychiatric disorder, (2) abused alcohol or drugs or were taking psychotropic medications, (3) had any motor, auditory, or visual disorder, (4) had lower-thanexpected scores for education level on the Mini-Mental State Exam (MMSE score <20 for illiterate individuals, <25 for 1-4 years, <26.5 for 5-8 years, <28 for 9-11 years, and <29 for ≥12 years of education [13, 14] ), (5) had an anxiety or depression score on the Hospital Anxiety and Depression Scale (HADS) of 9 or more [15] , or (6) had a functional dependence score greater than 5 on the Pfeffer Functional Activities Questionnaire [16] .
Clinical and Radiological Data.
The following data were retrieved from medical charts and interviews with patients and their relatives: age, sex, years of education, comorbid conditions, vascular risk factors, infarct etiology, and clinical presentation. Brain and angiographic images of the patients were analyzed by an experienced neuroradiologist who was blinded to the clinical data and cognitive status of the patient. All patients had brain MR images. The neuroradiologist was asked to identify infarct location (cerebellum, brainstem, occipital lobe, thalamus, or other). BAOD was assessed by MR angiography and classified as mild (0-29% stenosis), moderate (30-69% stenosis), or severe (70-99% stenosis or occlusion). Locations of stenoses or occlusions were recorded [17, 18] . 
Neuropsychological Tests.
Cognitive and functional outcomes were evaluated in a single interview by an experienced neuropsychologist. This contact occurred, on average, 6.7 years (minimum of 6 months) after the patient's first stroke. The MMSE [13, 14] and comprehensive cognitive assessment with neuropsychological tests were performed at this time.
Rationale for inclusion of each test was based on previous literature showing that an extensive battery of cognitive tests demonstrates higher accuracy for identifying possible cognitive impairments in neurological patients [19] .
The following neuropsychological tests were used to examine the corresponding cognitive domains: the Trail Making Test (TMT), Victoria version of the Stroop Test, Card 3 (Stroop Card 3) [20] , and Symbol Digit Modalities Test (SDMT) [21] for attention and information processing speed; the Phonemic Verbal Fluency Task [22] , Category Fluency Test (animals) [23] , and Modified Wisconsin Card Sorting Test (MWCST) [24] for executive function; the Wechsler Adult Intelligence Scale-Digit Span [25] for shortterm memory; the Hopkins Verbal Learning Test-Revised (HVLT-R) [26] and Brief Visuospatial Memory Test-Revised (BVMT-R) [27] for long-term memory; the Boston Naming Test (BNT) [28] for language; and the Visual Object and Space Perception Battery: Fragmented Letters and Position Discrimination [29] for perceptive and visuospatial ability. All cognitive abilities and tests are listed in Table 1 . Mood evaluation was carried out with the HADS [15] .
Functional capacities of the survivors before the first stroke and at the moment of the present study were evaluated by the Modified Rankin Scale (mRS) [30] . This scale includes seven scores that describe the functional status of patients: 0: no symptoms at all; 1: no disability despite symptoms; 2: slight disability; 3: moderate disability; 4: moderately severe disability; 5: severe disability; and 6: death.
Statistical Analysis.
Absolute and relative frequencies as well as measures of central tendency and dispersion were used to present demographic, clinical, and radiological data. 
Results
All patients had vascular risk factors, with an average of 4.6 (1.5) factors per patient. Hypertension was present in all patients. Lesions were detected in the brainstem or cerebellum in more than two-thirds of patients. The proximal BA was the most commonly affected segment by arterial stenosis or occlusion. Radiological characteristics are shown in Table 2 . Table 1 shows raw score comparisons of cognitive performance between patients and controls. There were significant differences between patients and controls in the HVLT-R and BVMT-R (immediate and delayed recall and recognition), BNT, MWCST, Position Discrimination, SDMT, TMT Part B, Stroop Card 3, and MMSE results. Table 3 shows -score comparisons of cognitive performance between patients and controls, while controlling for age and education between groups. There were significant differences between patients and controls in the HVLT-R (immediate and delayed recall), BVMT-R (immediate and delayed recall and recognition), Category Fluency Test, MWCST, Position Discrimination, SDMT, TMT Parts A and B, and Stroop Card 3 results. However, the effect sizes were small. -score values for patients were negative but did not indicate severe cognitive impairment.
Six patients had relevant mood alterations or symptoms of depression, and six patients had symptoms of anxiety as assessed by the HADS. Pearson correlations indicated that anxiety symptoms were moderately and negatively related to HVLT-R recognition. Anxiety and depression had a moderate positive relationship with BVMT-R immediate recall (Table 4) . Before experiencing a stroke, none of the survivors had significant functional dependence. At the time when they were evaluated (6.7 [5.1] years after stroke), all patients had mRS scores of 3 or less; specifically, 5 patients (18%) had a score of 3, 2 patients (7%) had a score of 2, 13 patients (46%) had a score of 1, and 8 patients (29%) had a score of 0. Therefore, 75% of patients had no functional disability, and 25% had slight to moderate functional disability.
Spearman correlations between cognitive outcomes and mRS results are presented in Table 4 . In univariate analyses, significant correlations were present between mRS scores and all cognitive test results, except for Digit Span, Phonemic Verbal Fluency, and Fragmented Letters. Correlation coefficients indicated a generally moderate relationship among variables, although the relationship was weak for Category Fluency and strong for SDMT.
Discussion
Compared to controls, BAOD survivors presented with impairments in selective, sustained, and set-shifting attention, processing speed, visuospatial skills, mental flexibility, and monitoring rules. There were significant deficits in verbal episodic memory (immediate and delayed recall) and visuospatial episodic memory (immediate and delayed recall and recognition). Mild to moderate correlations were found between performance on some cognitive tests and functional capacity scales.
Infarcts in the BA territory are commonly located in the thalamus, brainstem, and cerebellum. Patients with lesions in these territories, not specifically caused by BAOD, exhibit similar impairments in performance on neuropsychological testing [4, 5, 11, 31] . Patients with posterior circulation infarcts have impairments in executive function, attention, memory [6] , visuospatial ability [6, 7] , and language [6, 8] . These cognitive profiles have been attributed to damage in the neural networks that link anterior with brainstem and cerebellar regions [4, 5] .
Encephalic regions within the BA territory are connected via the thalamus [31] [32] [33] with the parietal [34] [35] [36] and frontal cortices [4, 5] . These connections have been associated with top-down and bottom-up information processing systems related to executive monitoring, as well as attentional and perceptual systems [4, 5, 37] . It is possible that lesions in these regions (in our sample, due to BAOD) contributed to the observed cognitive test results.
Functional capacity was moderately correlated with the presence of cognitive impairment, indicating that worse functional results were due to poorer scores on cognitive tests. However, 75% of patients in this study had good mRS results, suggesting favorable functional outcomes for the BAOD survivors. In a previous study, patients with vertebrobasilar territory lesions had better functional outcomes on the mRS compared to patients with lesions in the internal carotid artery territory [38] . Another study reported a good functional prognosis at the 1-year follow-up [11] , which is in line with our findings.
Our results can be explained by the small patient -score values for outcomes other than SDMT, Position Discrimination, and TMT B. This finding indicates that cognitive deficits were not important, despite the statistically significant differences compared to controls. This discrepancy could be due to the small effect size.
Symptoms of anxiety and depression are frequently reported after cerebrovascular disease [39] . Even in the absence of neurological deficits, their presence is predominantly related to memory and attention deficits [40, 41] . However, in our group of patients, the frequency of anxiety or depression symptoms was relatively low. Anxiety symptoms showed a negative relationship with one long-term verbal memory variable, and the anxiety and depression symptoms were positively related to one long-term visuospatial memory variable. These conflicting results could be due to the exclusion of patients with a history of psychiatric disorders or who were currently using psychotropic medications. The low number of patients with such symptoms may have led to a floor effect for correlations with cognitive impairments. A limitation of the present study was the relatively small sample size, which should be rectified by future investigations. Nevertheless, to our knowledge, this is the first study to investigate the long-term cognitive profiles of BAOD survivors.
Conclusion
Our sample of BAOD survivors showed impairments in episodic memory, visuospatial skills, executive function, and attention (mental flexibility, monitoring rules, and processing speed, as well as selective, sustained, and set-shifting attention). Functional capacity outcomes were significantly related to the cognitive test results. Overall, our results indicate good functional outcomes in a selected group of BAOD survivors, despite the presence of subnormal performance on some cognitive tests.
